Schools, with their reams of rules and expectations for respectful and compliant behavior, can be challenging environments for students with one or more DBDs. School personnel may respond to such students with a focus on disciplinary action without attending to these students' mental health needs (Cowan & Sheridan, 2009; Erford, Lee, Newsome, & Rock, 2011; Kaffenberger, 2011) . School counselors are in an optimal position both to advocate for these students and to collaborate with school and community stakeholders to prevent and address the challenges experienced by students with DBDs. This article offers a brief examination of the costs, comorbidity, and prevalence of this category of mental health disorders followed by an examination of classifications and characteristics, risk factors, and cultural considerations. The author also explores implications and interventions for school counselors in working for and with these students, their families, and school stakeholders.
Costs, Comorbidity, and Prevalence
In addition to the enhanced likelihood that students with DBDs will need to navigate a number of egregious experiences, research indicates that these students also have costly consequences for society. For example, a multisite, longitudinal study with a diverse sample of almost 1200 children with conduct disorder determined that these youth accrued an average of seventy thousand dollars more in public expenditures from age 7 to 13 than children with no disorders (Foster & Jones, 2005) . These costs were substantially lowered when problematic behaviors were reduced-even when the behaviors still registered at a level higher than peers without this disorder. In terms of health care costs, the tab for youth with one or more DBDs exceeds the expenditures on youth with asthma or diabetes (Guevara, Mandell, Rostain, Zhao, & Hadley, 2003) . Students with a DBD are also the most likely to be referred for mental health services (Farris, Nicholson, Borkowski, & Whitman, 2011; Lopez-Villalobos et al., 2012; Zisser & Eyberg, 2010) . The human and financial damage documented above make an appealing argument for school counselors to engage in prevention and intervention efforts with students who deal with these difficult disorders.
These disorders also have high rates of comorbidity with other mental health concerns, such as anxiety, mood, impulse control, learning, communication, and substance use disorders, and attention-deficit/hyperactivity disorder (ADHD). For example, students with oppositional defiant disorder (ODD) are believed to have a lifetime prevalence comorbidity rate of more than 90% with at least one other mental health disorder (Beauchaine, Hinshaw, & Pang, 2010; Conner & Lochman, 2010; Nock, Kazdin, Hiripi, & Kessler, 2007; Singh, Lancioni, Joy, Winton, Sabaawi, Wahler, & Singh , 2007) and DBDs are considered the diagnoses "most likely to predispose to substance dependence" (Shutter et al., 2011, p. 333) . Approximately 50% of students diagnosed with ODD or conduct disorder (CD) also qualify as having ADHD (Cooley, 2007; Kaffenberger, 2011) .
In terms of prevalence, while estimates of DBD occurrence varies for each individual disorder and the category as a whole, overall DBD incidence appears to be increasing and lifetime likelihood of a DBD diagnosis of approximately 10% has been reported (Cooley, 2007; Davis, 2011; Kaffenberger, 2011) . In addition, a range exists both within each diagnosis and also across the disorders with regards to the severity and number of difficulties and impairments experienced (Auger, 2011) .
ClassifiCations and CharaCteristiCs
Discerning which disorders fall under the DBD umbrella can be confusing since the number and type of conditions covered by this classification differs in the literature, ranging from two to five distinct diagnoses (American Psychiatric Association [APA], 2013; Auger, 2011; Kaffenberger, 2011; Lumley, McNeil, Herschell, & Bahl, 2002; Schutter et al, 2011) . Although attention-deficit/hyperactivity disorder (ADHD) is often included in the DBD category, it is covered separately in this issue of Professional School Counseling. This article will define and discuss four other types of disruptive behavior disorders that school counselors are likely to encounter: conduct disorder (CD), oppositional defiant disorder (ODD), intermittent explosive disorder (IED), and adjustment disorder with disturbance of conduct.
Conduct Disorder
In the DBD family of syndromes, the most severe behaviors and concerns accompany a CD diagnosis. As the Diagnostic and Statistical Manual (DSM) notes, "the essential feature of conduct disorder is a repetitive and persistent pattern of behavior in which the basic rights of others or major ageappropriate societal norms or rules are violated" (APA, 2013, p. 472) . Students with this disorder often either proactively initiate aggression or react aggressively to a perceived provocation or threat (Auger, 2011) . They may engage in frequent fights or assaults, School counSelorS are in an optimal poSition Both to advocate for theSe StudentS and to collaBorate with School and community StakeholderS to prevent and addreSS the challengeS experienced By StudentS with dBdS.
exhibit bullying and intimidating behavior, display cruelty to animals and people, participate in deliberate destruction of property, lie, steal, and break rules or laws. Although a majority of the time the disorder remits as the student grows into adulthood, a substantial number of students with this disorder will meet the criteria for antisocial personality disorder as adults (APA, 2013; Cooley, 2007; Kazdin, 2010) .
Symptoms may appear in the preschool years and rarely begin after age 16. If the student displays at least one characteristic associated with CD before age 10 and fully meets the criteria prior to puberty, he or she will likely be classified as having the childhood-onset type (vs. adolescent-onset type). An earlier arrival of symptomatic behaviors is associated with a greater likelihood of physical aggression towards others and an increased risk of persistence into adulthood (Kaffenberger, 2011; Webster-Stratton & Reid, 2010) . The diagnosis usually specifies the level of the disorder as being mild, moderate, or severe (APA, 2013) . Although the lifetime prevalence is estimated to be in the 1-10% range, students with CD constitute a disproportionately large share of referrals for psychiatric evaluations (Auger, 2011; Webster-Stratton & Reid, 2010; Singh et al., 2007) .
Other risks for students with CD include truancy, lower academic achievement and graduation, higher rates of unemployment, lower longterm SES, and greater possibility of engaging in criminal behavior and substance abuse (Auger, 2011; Bernes et al., 2011; Webster-Stratton & Reid, 2010) . Students with CD may have low self-esteem, lack empathy or remorse, inaccurately attribute hostile intent to others' actions and attitudes, and blame others for their behavior (APA, 2013; Auger, 2011) . This disorder is difficult to treat, even with evidence-based practice (Kaffenberger, 2011) .
Oppositional Defiant Disorder
While students with CD may intimidate or frighten peers and adults, students with ODD are more likely to aggravate or anger others (Auger, 2011) . This disorder features "a frequent and persistent pattern of angry/irritable mood, argumentative/defiant behavior, or vindictiveness" (APA, 2013, p. 463) . Additional symptoms may include being stubborn, breaking rules, inappropriately blaming others for their own behaviors, intentionally annoying others, and throwing tantrums (Cooley, 2007; Kazdin, 2010) . Often, students with ODD feel their behavior is a justifiable response to unfair demands or conditions (APA, 2013).
Usually ODD symptoms present when the student is preschool age. The symptoms may appear at home first and can be reserved for familiar adults but not for relative strangers, so educators should be wary of first impressions (APA, 2013; Auger, 2011) . Lifetime prevalence estimates for oppositional defiant disorder range from 1-11% (APA, 2013; Nock et al., 2007) and it can grow in intensity to meet criteria for CD, stay at the same level, or diminish over time (Kaffenberger, 2011) . Accurately predicting which persons with ODD will increase their symptomology and which will decrease over time is difficult, but approximately 70% of ODD abates by age 18 (Bernes et al., 2011) .
Intermittent Explosive Disorder
Unlike students with ODD who may display symptoms selectively with familiar adults and peers, students with IED will usually appear to be fine prior to having a rapidly emerging exhibition of impulsive and intense verbal agression and/or aggressive behavior. These episodes are often in disproportionate response to a seemingly small provocation, usually last less than 30 minutes, and may involve verbal and physical assaults and/or destruction of property (APA, 2013; Kessler, Coccaro, Fava, & McLaughlin, 2012; Olvera, 2002) . The episode may surprise and disturb the student as well as the bystanders. Sometimes the student may feel intense impulses to be aggressive, tension, and/or tingling or tremoring, and possibly pressure in his or her chest or head prior to an outburst and a sense of relief after the episode (Auger, 2011) . The student or observers may also note impulsivity or more restrained aggressiveness between outbursts along with a tendency to focus on perceived injustices (Caccaro & McCloskey, 2010) . All of these symptoms can lead to interpersonal and school difficulties.
The disorder can begin in childhood but the mean age of onset is in the early teen years (Kessler, Coccaro, Fava, & Jaeger, 2006) . Those with IED have a higher likelihood of having experienced traumatic events (APA, 2013; . One year prevalence rate is approximately 2.7% in the U.S. Some regions of the world (e.g., Asia and the Middle East) experience lower incidence and research is mixed regarding the possibility of IED occurring with greater frequency in males (APA, 2013) . In addition, IED has a heightened level of comorbidity with mood, anxiety, and substance abuse disorders. Students with IED also tend to have more mental health concerns and greater impairment of overall functioning than non-IED peers Kessler, Coccaro, Fava, & Jaeger, 2006; McCloskey, Lee, Berman, Noblett, & Coccaro, 2008) .
Adjustment Disorder with Disturbance of Conduct
Although adjustment disorder with disturbance of conduct is not clastheSe youth accrued an average of Seventy thouSand dollarS more in puBlic expenditureS from age 7 to 13 than children with no diSorderS.
sified as a DBD in the DSM (APA, 2013), this article includes it due to the primary manifestations of the disorder, which include truancy, aggressive behavior, and violation of rules and laws (Auger, 2011) . Unlike the other disorders profiled here, which may include environmental influences, adjustment disorder with disturbance of conduct is seen as a response to a stressor: "by definition, the disturbance in adjustment disorders begins within 3 months of onset of a stressor and lasts no longer than 6 months after the stressor or its consequences have ceased" (APA, 2013, p. 287) . As is evident, the behaviors associated with this disorder can cause problems in the school and/or social arenas (Auger, 2011) . Although this disorder can lead to distress for the student and others, it is usually the most benign of the DBDs. The student is likely to need support and counseling with the aim of enhancing his or her ability to cope with and respond to the stressor, as opposed to focusing only on the student's behavior (Auger, 2011) .
In addition to the four diagnoses discussed above, other related diagnoses school counselors might encounter are other specified disruptive, impulsecontrol, and conduct disorder or unspecified disruptive, impulse-control, and conduct disorder. These might be used for students who display significant oppositional, destructive, and/ or aggressive behavior which does not fully meet the criteria necessary for a diagnosis of CD, IED, or ODD (APA, 2013).
Risk Factors
A number of factors are associated with development and/or enhancement of DBDs. These influences on DBDs can be grouped into the four categories listed below. A discussion of possible repercussions, strategies, and interventions for school counselors concerning these factors is featured in the implications section.
l Biological/Neurological: several biologically based correlates have been noted (e.g., heart rate, skin conductivity), but the impairment of the executive function portions of the brain (which are involved with tasks related to self-regulation) is perhaps the most relevant for school success (APA, 2013; Auger, 2011) . The literature is divided regarding the likelihood of students with a DBD having lower IQ scores than their peers (Kazdin, 2010; Murray & Farrington, 2010) .
l Parent/Guardian mental health and parenting styles: research, including longitudinal studies with large community samples, has suggested that students with a DBD diagnosis are more likely to have a parent/guardian who experiences one or more mental health disorders, especially depression, substance abuse, or antisocial personality disorder. Students with DBD also have an elevated possibility that they will experience one or more of the following: parental conflict and family violence, parents/guardians using a disengaged parenting style-often with less monitoring of the student's behavior, parents/guardians believing that they cannot control their child's behavior, parents/guardians modeling poor problem solving skills, parents/guardians having more negative interactions with the student and using harsher and/ or inconsistent discipline that often features physical punishment (Duncombe, Havighurst, Holland, & Frankling, 2012; Webster-Stratton & Reid, 2010) . These findings are relational, not causal. Evidence from a large, longitudinal study with a diverse community sample points to a bidirectional relationship between parenting practices and youth with conduct problems, suggesting that parenting practices and DBDs each influence the other (Pardini, Fite, & Burke, 2008) . l These students are more likely to have been victimized via an assault, abuse, or theft at a young age (Auger, 2011; Murray & Farrington, 2010) . l Environmental factors also influence the course of the disorder. Poverty, exposure to violence, and participation in deviant peer groups are all associated with greater incidence and enhanced severity of DBDs (Nguyen, Huang, Arganza, & Liao, 2007; WebsterStratton & Reid, 2010) . Considering whether students from a country or area ravaged by war or violence might be misdiagnosed is also important. Although their behaviors in school could be considered violations of age appropriate norms, these same actions and attitudes could be contextually appropriate protective behaviors in settings outside of school (APA, 2013; Davis, 2011) .
Cultural Considerations
Cultural factors can also have a significant influence on how DBDs are defined, diagnosed, and displayed. Cultural frames of reference inform the perspicacity of those who judge students' behavior and decide about discipline policies and practices (Nguyen et al., 2007) . With studies showing that school counselors, teachers, and administrators tend to have negative biases toward students based upon race/ethnicity, family socio-economic the impairment of the executive function portionS of the Brain (which are involved with taSkS related to Self-regulation) iS perhapS the moSt relevant for School SucceSS.
status, sexual orientation, and gender (for math and science), discriminatory beliefs and practices appear to play a role in determining who is seen as having behavioral problems (Auwarter & Aruguete, 2008; McMahon, 2007; Sue, 2010) . The disproportionally high discipline rates for African American and Latina/o students and students from families with low socioeconomic status are well documented (Bryan, Day-Vines, Griffin, & Moore-Thomas, 2012; Lee, Daniels, Puig, Newgent, & Nam 2008) . Given that lower levels of disruptive behaviors and a higher degree of behavioral engagement are significantly related to both math achievement and higher levels of postsecondary achievement for all racial/ ethnic groups, the cost of cultural bias is clear Sciarra & Seirup, 2008) . Regarding diagnosis, while the professional literature appears to be in agreement about a higher incidence of DBDs in African American and Native Hawaiian youth than their peers, evidence regarding prevalence is mixed for other racial/ethnic groups (Breslau et al., 2006; Corcoran, Broce, & Shadik, 2011; Nguyen et al., 2007; Sakai, Risk, Tanaka, & Price, 2008) . Students who live in urban areas and come from families with low SES also tend to have higher occurrence of DBD diagnoses (APA, 2013; Davis, 2011; Kaffenberger, 2011; Nguyen et al., 2007) , although this may be mitigated by closer family relationships (Bird et al., 2001) . Studies investigating relative frequency among females and males also tended to produce varied results. While some studies found DBDs were more prevalent in males (APA, 2013; Kessler et al., 2012) , several recent studies revealed roughly equal proportions of females and males diagnosed with IED, CD, and ODD (APA, 2013; Farris et al., 2011; Lumley, McNeil, Herschell, & Bahl, 2002; Nock et al., 2007) .
In terms of interventions, evidencebased treatment for children with DBDs appeared to produce similar outcomes for European Americans and African Americans (Corcoran et al., 2011) . Although the research base on culturally responsive interventions is still emerging (Huey & Polo, 2008) , the evidence to support culturally relevant treatment is growing (McAuliffe, Grothaus, Pare, & Wininger, 2008) . For example, Malgady (2010) reviewed three studies conducted with Hispanic youth in three school districts in New York that featured random assignments to either a treatment or control group. This review found support for employing culturally relevant versions of counseling interventions tailored to the youngsters' cultural background (e.g., use of stories featuring characters who shared the young peoples' cultural heritage). Fewer incidents of aggressive behavior were observed after the intervention.
Students with a DBD may need additional mental health services beyond the purvue of services usually provided by school counselors. Yet only 20-30% of students needing assistance with mental health concerns actually secure services (Kaffenberger, 2011) . This discrepancy is especially pronounced among students of color and those from families with low SES. Students of color have a higher incidence of mental health disorders than White youth, are more likely to be misdiagnosed, tend to access mental health services at a lower rate than their White peers, attend fewer sessions, and have enhanced rates of premature termination (Huey & Polo, 2010; Mellin, 2009) . Students without insurance also have significantly higher rates of unmet mental health needs (Kataoka, Zhang, & Wells, 2002) .
School counselors can assist in addressing these disparities by raising awareness about culturally influenced inequities and advocating for enhanced quality and availability of culturally alert services in the school and community (Grothaus, McAuliffe, Danner, & Doyle, 2013) . School counselors' work with students and their families to identify important aspects of their concerns and to actively question service providers can transform families from being passive receivers of services to active collaborators in their own care. This can increase the likelihood of their participation and engagement in needed services (Huey & Polo, 2010) .
impliCations for sChool Counselors
Rather than detail treatment possibilities for each disorder separately, the emphasis here will be on strategies for prevention and intervention that have proved efficacious for the concerns commonly associated with DBDs. For instance, intervening at younger ages is associated with more positive outcomes for students (Corcoran, Broce, & Shadik, 2011) . Use of generic or one-size-fits-all solutions is not recommended. School counselors are urged to focus on the unique circumstances, cultures, contexts/environments, needs, strengths, and behavioral manifestations of individual students in designing programming and responsive services (Bernes et al., 2011; Jenkins, 2007; Reschly & Bergstrom, 2009 ).
The behaviors, cognitions, and emotions of students with one or more DBDs can contribute to creating insidious, negative, self-perpetuating cycles. For example, although students with DBDs may desire to connect positively with peers and adults, they poverty, expoSure to violence, and participation in deviant peer groupS are all aSSociated with greater incidence and enhanced Severity of dBdS.
are more likely to attribute negative or aggressive intent or meaning to others' behavior and/or harbor a sense of being treated unfairly. For the student with a DBD, this may justify behaving in an aggressive or aggravating fashion, which further alienates peers and adults. This alienation might then validate the original negative attributions the student with a DBD had about others. Students with DBDs might also choose to congregate with others who engage in disruptive or destructive behavior, which can fuel the negative cycle. Subsequent disappointments or school failures may then aggravate the DBD symptoms, which often leads to more negative consequences-including reduced academic success, as the negative cycle continues (Adelman & Taylor, 2010; Auger, 2011; Lochman et al., 2010; Pardini, Fite, & Burke, 2007) .
In terms of interventions, as the Response to Intervention (RTI) process promotes, school counselors acting as leaders, advocates, and collaborators with school stakeholders can seek to match the level of services provided to a student's level of need by making decisions based on the data gathered and monitored. Interventions with the student, adults involved, and the environment should increase in intensity until the student is successful (Jenkins, 2007; Reschly & Bergstrom, 2009) . If lower levels of intervention are unsuccessful, assessing the student for special education services could be in order. Students with DBDs who do qualify for special education services usually fall under the emotional disturbance category (Auger, 2011; Cowan & Sheridan, 2009) . Students with DBDs also may be eligible for services under a 504 plan (Kaffenberger, 2011; Madaus & Shaw, 2008 ; U.S. Department of Education, 2005).
Assessment and Identification
As a broad scale data-gathering strategy, Cooley (2007) recommends mapping-identifying the who, when, and where factors of behavioral incidents-along with adult and peer responses. This and other data can be disaggregated (e.g., sorting the locale of incident, which adults are involved most frequently, grade level of students, gender, race/ethnicity, and other cultural factors) and then used to set up action plans detailing the people, places, and times to monitor more closely. Once identified, monitoring progress or problems over time can provide valuable information (ASCA, 2012; Cowan & Sheridan, 2009; Grothaus & Johnson, 2012) . The use of observations (especially in areas that receive less supervision), student selfreports, and interviews with teachers and family members also can generate helpful data (Bernes et al., 2011) . These efforts will ideally focus on both the students and the school and community environments. As Jenkins (2007) noted, it is essential to "ensure that the environment, curriculum, and the instruction are appropriate for the learner to learn before you can assume that the root of the problem lies within the learner" (p. 52).
To target the planned interventions more precisely, determining the antecedents for the disruptive behaviors can be helpful. Once a trigger is known, the school counselor can implement efforts to minimize encounters with this situation and train the student to enact alternative, effective, and acceptable responses. For example, if a student's disruptive behaviors appear to be triggered by perceived threats in social situations, interventions might include guiding the student to check on the intended meaning of the words or gestures before erupting.
Ascertaining what sustains or rewards the behavior (i.e., maintaining variables), such as gaining attention, approval, or what is perceived as respect, can also produce valuable data to inform intervention plans. Another viable option is collaborating with school personnel (e.g., teachers, school psychologist) to decipher the purpose of the problematic behavior via use of formal or informal functional behavior assessments (Auger, 2011; Cowan & Sheridan, 2009) . School counselors can then work with the student to develop alternate, less costly behaviors and cognitions that will achieve the desired outcomes. Along with the efforts to build capacity in individual students, promoting positive changes in the school environment is important, such as training adults to effectively engage students with DBDs (Jenkins, 2007) .
Other factors to note include determining whether the behavior(s) are usually proactive and goal directed or reactive. This can assist in deciding on types of interventions used (e.g., dealing with proactive aggression by minimizing or eliminating student gain from the behavior, versus minimizing triggers and negative thoughts or attributions when dealing with reactive behavior). Verifying whether students use the behaviors because they are overstimulated (to calm themselves) or under stimulated (i.e., bored) also can assist in designing more appropriate interventions (Auger, 2011) . In addition to assessing problematic behaviors, accessing and harnessing student and family strengths and resources is vital to promoting student success (Galassi & Akos, 2007; Grothaus, McAuliffe, & Craigen, 2012) . Another important step is the assessment of the school for strengths and concerns (e.g., school climate, classroom management choices, discipline policies and procedures, and school personnel perspectives such as the aforementioned cultural biases).
Examining the baseline data can help to determine achievable and collaboratively developed goals that involve students and possibly their families and/or adults important to diScriminatory BeliefS and practiceS appear to play a role in determining who iS Seen aS having Behavioral proBlemS.
them, as well as other affected parties (e.g., teachers, administrators) in the process. This team can also determine which methods will be used to monitor and evaluate progress and goal attainment. School counselors can then design inverventions to access student and family strengths while targeting student behaviors and cognitions, family contributions and concerns, and systemic school factors that influence the issues at hand (Davis, 2011; Grothaus & Johnson, 2012; Kaffenberger, 2011) .
Additional School Counselor Interventions
Interventions guided by several different theories have been successful in working with students with DBDs. Use of evidence-based cognitive behavioral therapy approaches such as relaxation training, cognitive restructuring, and self-inoculation training has promoted positive progress Powell et al., 2011) . In addition, behavior modification, specifically using an Applied Behavior Analysis format (i.e., identify a behavior of concern, select and implement an intervention aiming for behavior modification, evaluate the efficacy of the intervention in impacting the chosen behavior) has yielded successful outcomes (Cowan & Sheridan, 2009 ).
Other theories with documented success in the professional literature for working with students with DBDs include play therapy (Paone & Douma, 2009) , narrative counseling (Davis, 2011; Malgady, 2010; Winslade & Monk, 2007) , and solution-focused work (Davis, 2011; Murphy, 2008) . Other strategies to consider for enhancing the success of students with one or more DBDs include:
l Build strong relationships with students with DBDs (Cooley, 2007; Kazdin, 2010) . This involves staying calm, having patience in building rapport, and understanding how they view the world (Davis, 2011) . It may take time to build trust by being nonjudgmental and showing a genuine interest in the student while communicating genuine care and belief in them and not engaging in excessive interrogation (Auger, 2011; Runyan & Grothaus, 2013) . l Drop the rope. Do not engage in tug-of-wars or power struggles with students. Give choices within parameters, state the consequences associated with each choice calmly, and communicate care for the student. Avoid lecturing or engaging in an extended discussion (Murphy, 2008; Cooley, 2007) . l Use positive reinforcements such as attention, praise, tokens, access to desired activities, time off or homework passes. Vary the rewards but involve the student in choosing them. Deliver the rewards as proximate to the behavior as is feasible. Reward positive behavior frequently, contingent on goal attainment or specified performance objectives (Cowan & Sheridan, 2009 ). l Train students in problem solving steps, including examining their attributions about others' intent and actions, exploring perceptions of the others' feelings, generating alternative options for responding to a social problem and identifying likely consequences of each choice, choosing a response, and evaluating the efficacy of the choice. Practice this in role plays, and then apply it to real life situations (Kazdin, 2010) . l Implement comprehensive prevention and intervention efforts targeting and involving the student's family and school stakeholders; these tend to be effective, including evidence-based programs such as Positive Behavioral Interventions and Supports (PBIS) and the Family Check-Up (FCU). Also work to improve the school climate to enhance students' sense of safety, support, and belonging McCloskey, Berman, & Noblett, 2012; Reinke, Splett, Robeson, & Offutt, 2009; Webster-Stratton & Reid, 2010) . l Use behavioral momentum.
When making requests, consider starting with high probability requests (something the student is likely to do), praise or reward the compliance, then make the more challenging request (Cowan & Sheridan, 2009 (Cowan & Sheridan, 2009 ). Use of collaboratively designed behavior contracts and charts that concisely state the desired behavior(s) in positive terms, including expected frequency and the agreedupon rewards, can assist with this intervention (Bernes et al., 2011; Davis, 2011; Olvera, 2002) . Also effective is naming or requesting the positive behavior desired versus demanding the cessation of the negative behavior (Adelman & Taylor, 2010; Cooley, 2007; Erford, Lee, Newsome, & Rock, 2011) . l Utilize mindfulness training. Singh et al. (2007) realized a reduction in aggressive behaviors with 7th graders. Participants were asked, when angry, to shift their all of once a trigger iS known, the School counSelor can implement effortS to minimize encounterS with thiS Situation and train the Student to enact alternative, effective, and acceptaBle reSponSeS.
their attention to the soles of their feet (e.g., feel their socks and shoes, wiggle their toes) for 10-15 minutes. l Create positive peer group experiences for the promotion of positive proficiencies, such as social skills; study skills; conflict resolution and dealing with peer pressure; perspective taking and empathy; identifying, managing, and expressing emotions; problem-solving strategies; self-soothing, relaxation, and stress management; and goal setting (Adelman & Taylor, 2010; Auger, 2011; Cooley, 2007; Corcoran, Broce, & Shadik, 2011; Cowan & Sheridan, 2009; Davis, 2011; Lochman et al., 2010; Olvera, 2002) . Work with faculty, administrators, and other school stakeholders to teach, model, and monitor these skills (Webster-Stratton & Reid, 2010) . A caveat while constructing any group experiences for students with DBDs: Mager, Milich, Harris, and Howard (2005) found that use of mixed groups (students with and without behavior problems) was more effective both immediately and 6 months post-treatment than having groups constituted solely of students with behavioral issues.
l Use strengths-based approaches, including assisting students in accessing and/or adapting previously successful coping methods as well as determining students' interests and strengths and linking these to school success (Davis, 2011; Galassi & Akos, 2007; Ungar, 2006) . Consider connecting students to paid or volunteer work, internships, and job shadowing in their areas of interest (Bernes et al., 2011) . Provide status enhancement opportunities such as assisting an adult, being a peer tutor or leader or other desired roles and/ or responsibilities, and engaging in service learning opportunities (Cooley, 2007) . l Work with teachers to prevent behavioral issues via effective, engaging, culturally responsive instruction; the classroom setup (e.g., use of centers, timers, and visual reminders); clearly established rules and expectations posted and consistent throughout the school; being proximate to the student with a DBD; using verbal reminders; and praising positive behaviors (Cooley, 2007; Cowan & Sheridan, 2009 ).
Collaboration, Leadership, Advocacy, and Systemic Change
Throughout the process of gathering and parsing the data and deciding on intervention and evaluation methods, collaboration with key stakeholders is crucial. Parent/guardian assistance in assessing, designing, monitoring, and supporting intervention efforts can be vital to successful outcomes (Davis, 2011; Kaffenberger, 2011; Olvera, 2002) . The investment of students with DBDs and their teachers also is essential (Webster-Stratton & Reid, 2010) . This can be facilitated more easily if the interventions are practical, simple, and seem likely to be effective (Auger, 2011; Cowan & Sheridan, 2009) . Enhancing the relationships between collaborative partners (e.g., teacher-student and teacher-parent/guardian) can also yield more efficient and effective intervention efforts (Webster-Stratton & Reid, 2010) as can school-wide efforts to build a caring community with a respectful and safe school climate where students feel encouraged to participate in classes and extracurricular activities (Adelman & Taylor, 2010; Cooley, 2007; Lee et al., 2008; Sciarra & Seirup, 2008) . School counselors can extend the reach of resources and expertise by consulting and collaborating with a team of interested stakeholders such as special education teachers, administrators, social workers, school and agency counselors and psychologists, physicians, law enforcement officials, mentors, and local recreation center personnel (Erford, Lee, Newsome, & Rock, 2011) . Use of a referral network for diagnosis, monitoring psychopharmaceutical effectiveness, family counseling services, and student transfers to alternative settings such as residential or day treatment programs if necessary, can increase the possibilities for successful outcomes (Bernes et al., 2011; Davis, 2011; Kaffenberger, 2011; Henggeler & Sheidow, 2012) . A community and school collaboration also can be more successful in implementing prevention efforts by working to change the conditions that spawn or enhance DBDs. This may include advocacy efforts to alleviate poverty and family and community violence. Another avenue to explore is establishing comprehensive mental health, academic, recreation, and community services on school grounds or a proximate area during the day or after school hours (Adelman & Taylor, 2010; Grothaus et al., 2013) .
School counselors can take a leadership role both in facilitating these collaborations and in training all personnel involved with these students to respond to behavioral concerns in a consistent, appropriate, and culturally responsive fashion, including using a strengths-based focus and personfirst language (Bernes et al., 2011; Grothaus & Johnson, 2012) . Use of a non-blaming, patient, problem solvit may take time to Build truSt By Being nonjudgmental and Showing a genuine intereSt in the Student while communicating genuine care and Belief in them and not engaging in exceSSive interrogation.
ing approach is also encouraged, as the behaviors associated with DBDs can be difficult and may not respond to initial intervention efforts (Auger, 2011; Davis, 2011) . School counselor advocacy in both the school and community for needed resources, a reduced reliance on policies of punishment, elimination of bias against specific cultural groups and students with DBDs, a school climate that encourages and supports all students to fully participate in classes and extracurriculars, and enhanced involvement of family and community in the life of the school can lead to positive systemic changes that are likely to enhance the success of all students, not just those with DBDs (Adelman & Taylor, 2010; ASCA, 2009; Runyan & Grothaus, 2014) .
Conclusion
While more research is needed, the extant studies noted above indicated that positive outcomes for students, schools, and society are associated with a wide range of mental health prevention and intervention efforts for students with one or more DBDs and other mental health concerns. Enhanced achievement, attendance, behavior, and social skills have all been reported (Adelman & Taylor, 2010) . Yet it appears that "the nation does not have a consensual moral commitment to working with this population… the current national trend in the United States emphasizes punishment and excommunication from one's community or society rather than intervention strategies" (Erford et al., 2011, p. 292) . Although working with students with one or more DBDs can be challenging, school counselors are called to take a leadership role in the prevention and amelioration of the concerns associated with these disorders by advocating, educating, collaborating, and working for systemic change, especially for students with less access to school, community, and mental health resources (ASCA, 2009; Walley, Grothaus, & Craigen, 2009) . n referenCes
